A large number of babies are still presenting late with bilateral, irreversible blindness due to absent or delayed screening. In one study, [4] 86.4% of infants presenting with Stage 5 ROP were never screened. About 74% of infants were picked up by the parents when they noticed that the child was not seeing; an ophthalmologist referred only 25.8% and pediatricians referred none. Awareness about ROP needs to be generated among neonatologists, pediatricians, gynaecologists as well as parents. Telescreening by a non ophthalmologist [5] may offer a viable solution for timely detection of treatable ROP, especially in areas where a trained ophthalmologist is not available. Peripheral retinal ablation with laser is still a gold standard for the treatment of ROP. However, aggressive posterior ROP and ROP in Zone 1 are less responsive to laser and the disease may progress despite a confluent laser [6] [ Fig. 1a [7] This issue of the journal carries three articles regarding important aspects of ROP management beyond laser photocoagulation. Gadkari and Deshpande [8] in their study provide an interesting pictorial representation of the differences in the configuration of the vitreoretinal tractional forces in eyes with Stage 4 ROP, which have undergone prior laser-versus treatment-naïve cases. The study defines three types of tractional forces -central, peripheral, and lenticular. In the laser-treated eyes, central traction starting posterior to the equator close to the vascular arcades occurred more commonly (76.2% vs. 23.8%, respectively; P < 0.0001) while peripheral traction extending from a peripheral ridge to ora serrata was more common in the untreated eyes (88.2% vs. 11.76%, respectively; P < 0.0001). Notably, the treatment-naive cases required an extensive surgery in the form of lensectomy and vitrectomy while the laser-treated eyes were amenable to the more conservative and visually rehabilitating LSV. Laser treatment may also help to reduce the vascularity and thus chances of intraoperative bleeding during surgery.
Guest Editorial

Retinopathy of Prematurity: An emerging and evolving challenge
Myopia is the most common refractive error associated with ROP. Prematurity in itself is a risk factor for the development of myopia. In addition, disease severity and structural residua contribute to the development of myopia in ROP. [9] Myopia in ROP is believed to be primarily lenticular. The study by Kaur et al. [10] in this issue supports the lenticular nature of myopia with biometric comparisons. Agarkar et al. [11] compared myopia in laser-treated eyes with those which underwent LSV for Stage 4 ROP. The study reports that laser-treated eyes had lesser myopia than LSV group till year 1 and after that both the groups had no significant difference. It would have been worthwhile if the biometric parameters and their change over time had also been studied. Nevertheless, there are other reports on the comparison between laser-and LSV-induced myopia. These reports suggest lower myopia in LSV group compared to laser group and include biometric components. The hypothesis suggested is that, although LSV does not significantly alter the axial length, it significantly deepens the anterior chamber to values similar to those seen in full-term myopic infants. Holz [12] had reported that the lens position was significantly more posterior in LSV-treated eyes. A crystalline lens that is moved farther toward the retina will have less effective power and therefore reduced myopia.
There are many facets in the management of ROP which are as yet evolving and therefore protocols may also see a major change in the coming times. There are also discrepancies in anatomic and functional outcomes after ROP surgery. The ultimate goal is to prevent the progression of treatable ROP to Stage 4 or 5. This requires concerted efforts for early detection and timely treatment which include LSV in selected cases. Amblyopia, anisometropia, strabismus, and nystagmus are other areas of major concern in these infants which need long-term management strategies. In the future, small-gauge LSV will be performed early before going into Stage 4B and Stage 5. The next decade is likely to be an era of combination therapy for achieving better outcome.
Retinopathy of Prematurity (ROP) is the leading cause of preventable vision loss in children. Appropriate screening and timely management results in impressive success. While centralized facilities can provide optimal care, it is often logistically challenging to screen and treat premature babies that survive in rural noenatal units. KIDROP program in Karnataka eminently bridges this vital gap. It has completed over 100,000 infant retinal imaging sessions since 2007, resulting in over 2000 babies who have been successfully treated.
Here is pre-treatment, posterior Zone 1 Aggressive Posterior ROP (APROP) (left) and successful temporal macula-sparing healed laser scars post-treatment (right), in a baby born in a rural neonatal unit.
This issue of IJO carries three informative articles on ROP and a Guest Editorial to put things in the right perspective.
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